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 LETTERS

Letters to the editor referring to a recent
Journal article are encouraged up to
3 months after the article’s appearance. By
submitting a letter to the editor, the author
gives permission for its publication in the
Journal. Letters should not duplicate material
being published or submitted elsewhere. The
editors reserve the right to edit and abridge
letters and to publish responses.

Text is limited to 400 words and 10 refer-
ences. Submit on-line at www.ajph.org for
immediate Web posting, or at submit.ajph.org
for later print publication. On-line responses
are automatically considered for print
publication. Queries should be addressed to
the department editor, Jennifer A. Ellis,
MPhil, at jae33@columbia.edu.

SPIRITUALITY AND HEALTH 

The role of religion and spirituality in the pro-
motion of health has been discussed in nu-
merous medically oriented publications in the
last few years. The authors of “Spirituality
and Health for Women of Color” in the April
2002 issue of the Journal attempt to define
spirituality as “an inner quality that facilitates
connectedness with the self, other people, and
nature.”1(p557) The authors quote literature
that describes another form of spirituality as
“a basic or inherent quality in all humans that
involves a belief in something greater than
the self and a faith that positively affirms
life.”2(p257)

I realize that the theme of the April 2002
issue was “women of color,” but, in my view,
matters of spirituality apply to women of any
color, and to men as well. Unfortunately, after
initially separating secular and religious spiri-
tuality, the authors proceed to discuss only
the health benefits of religion.

During more than 50 years of public
health and family medical practice, I’ve be-
come acutely aware that my patients practice
many different belief systems. Long ago, I re-
alized that I cannot be all things to all people.
What I can do is be myself. I practice secular
humanism and ethical culture, but I respect
my patients’ belief systems and don’t try to

convert them to mine. I never “play God,” but
I tell my patients “I hope that [your] God
guides my hand.” I became a doctor because
it was a calling. Prior to that I worked in pub-
lic health, which was also a calling. I’m sure it
was a calling for many members of the Amer-
ican Public Health Association.

I tell my medical students that they must
not only care for patients, they must also care
about them. There are no good double-blind
studies on the subject, but I believe that this
attitude helps the healing process. Therefore,
the patient/caregiver relationship can also
qualify as a form of spirituality.

Melvin H. Kirschner, MPH, MD
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MUSGRAVE ET AL. RESPOND 

The definition of spirituality that we most
hold typically characteristic of the African
American and Hispanic women described in
the literature and encountered in our practice
is the traditional one, that is, “a basic or inher-
ent quality in all humans that involves a be-
lief in something greater than the self and a
faith that positively affirms life.” There was no
attempt on our part to assert the first defini-
tion presented: “an inner quality that facili-

tates connectedness with the self, other peo-
ple, and nature.”

A discussion of spirituality and health for
women of color in no way implies a denial of
the spirituality of men or other women. In
fact, we limited our discussion to only those 2
groups that constitute the largest number of
women of color in the United States. This dis-
claimer was made explicitly at the beginning
of our article. There is certainly a need for a
thorough treatment of spirituality and health
for various groups, based not only on gender
and ethnicity but also on age, generational co-
hort, class, educational status, urban or rural
residence, and secular or religious orientation,
to name a few of the variables.

A preponderance of the literature and our
experience indicate that the women under
consideration tend to equate religious prac-
tice and spirituality. As we noted, research
that describes the growing number of women
of color who practice a secular spirituality is
inadequate to date. This is also true in the
case of African American women who em-
brace Islam. Given our focus and the limita-
tions of space, we acknowledged the impossi-
bility of treating the many differences that are
of importance. But having issued this caveat,
we were unapologetic in our description of
the relationship between spirituality and reli-
gious notions and practices among the groups
of interest.

In terms of the approach to individuals in
the clinical setting, regardless of gender or
ethnicity, assessment of the patient’s spiritual-
ity is essential, and there are many good mod-
els available. The wise practitioner is guided
by the results of such an assessment to incor-
porate any positive personal, family, and com-
munity spiritual resources into an individual-
ized plan of care. This is what we teach our
students: spiritual care based on respect for
the dignity and autonomy of the person and
his or her belief system.

Catherine F. Musgrave, DNSc, RN
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